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Background

In 1986 the Indian Health Service (IHS) Diabetes Program
developed the Diabetes Audit as a method to assess the diabetes
care provided in the various systems delivering healthcare to
American Indians and Alaska Natives (AI/AN). This assess-
ment is a self-audit of medical records. The assessment standards
were identified by the national program in conjunction with a
group of practicing physicians serving as regional diabetes
coordinators, and are based on preventive practices and key
surrogate variables that could be measured to evaluate care and
intermediate outcomes.!* Participation in this audit has since
grown from the initial four pilot facilities in 1986 to 190 facili-
ties in 1999; in 1999 the review included 13,248 charts from the
80,827 “active” patients with diabetes.! This monitoring system
has been widely regarded as one of the most successful and
effective enterprise-wide assessments of diabetes care in any
health care organization today.

To promote uniformity of this self-audit, written guidance
has been provided for both identifying which patients should be
included in the audit as well as the documentation that must be
present in order to “count” a preventive service as “provided” or
a key surrogate variable as having “occurred.” Despite the im-
pressive success of this system, concern has been raised about
the “variable quality of the diabetes registry maintained at each
facility and variable adherence to the medical record review defi-
nitions.” Even with very specific and well-written guidelines
and the best of intentions, it is not reasonable to expect that they

will be consistently applied, without any significant bias, at hun-
dreds of sites when the care that is being evaluated is the care
that the reviewers, at least in part, are providing.

Furthermore the resources that facilities must commit to suc-
cessfully perform this self-audit are not insignificant. There are
ever increasing and justifiable initiatives and requirements to
monitor other aspects care, care for other chronic conditions,
etc. (e.g., Government Performance and Results Act, GPRA;
ORYX; Health Plan Employer Data and Information Set, HEDIS;
HP2010, Congressional directives; and others) and these are
making even more demands on our limited resources. As Gohdes
et al have noted “In the climate of decreasing health care resources,
all primary health care systems such as the IHS must implement
cost-effective feedback systems to monitor care practices,
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intermediate clinical variables, and, ultimately, long-term
outcomes.”

Because of these concerns, the IHS Diabetes Program, in
conjunction with the IHS Information Technology Support Center
(ITSC), the Phoenix Indian Medical Center, the National Indian
Council on Aging, Cimarron Medical Informatics, and others,
undertook an initiative to see if it could design an automated
assessment tool that would use data already existing within the
clinical information systems utilized by the various systems pro-
viding healthcare to AI/ANs. As part of this initiative, the [HS
Diabetes Program and the IHS ITSC have undertaken a project
to see if they could design a logic that would allow them to se-
lect a valid, usable, understandable, and reproducible denomi-
nator of patients from the most widely used clinical information
system among the various Indian healthcare delivery systems,
the Patient Care Component (PCC), the major clinical compo-
nent of the IHS’’s integrated healthcare management system, the
Resource and Patient Management System (RPMS). We report
the results of that project to develop an automated denominator
for the IHS Diabetes Care Audit.

Methods

Five service units were identified for participation in this
study. The service units were chosen to represent diverse sites,
IHS and tribal, rural and urban, large medical centers and small

Table 1. Findings of manual audit of charts for 400 patients meeting the

study criteria.

outpatient facilities. A necessary criterion for service unit inclu-
sion was that they used IHS’s PCC clinical information system.

Patients to be evaluated in this analysis were chosen from
those at each site who met two criteria: age 19 or older and hav-
ing had at least one recorded encounter of any type for diabetes
mellitus at the service unit in the preceding year. We used these
very inclusive criteria in order to cast as broad a net as possible
to identify patients who had received any care at all for diabetes
at each service unit. We understood that many of these patients
would not be considered primary care patients of this facility
and so would be excluded in a manual audit.

Of those patients meeting these criteria, 80 were randomly
selected for chart review and more detailed evaluation of their
PCC (electronic) record at each of five service units, for a total
of 400 patients. The chart review at each facility consisted of a
review of the patient’s chart (paper record) by a carefully
selected local healthcare professional active in caring for diabetes
patients. Each reviewer evaluated every patient for inclusion or
exclusion according to the published standards for the IHS Dia-
betes Audit (Table 1). For the electronic record, one of us
accessed data from each service unit’s PCC clinical information
system, abstracting data on factors we believed might help us
identify the appropriate patients for inclusion in a diabetes
review (Table 2). In order to carry out the analysis, the data
from these two data sets were then matched on service unit and
patient chart number. All data analysis was done
using Epi Info v.6.04.

Our initial intention had been to use the
manual review of the paper chart as the “gold stan-

n

Of 400 patients

dard” against which the electronic (PCC) record
was compared. However, in several cases in

Does not have Diabetes Mellitus 21
Gestational diabetes 1
Impaired Glucose Tolerance (IGT)' 2
Diabetes Mellitus not established? 19

Receives primary care elsewhere (or not in community) 3 100
Other primary referral or contract care (paid by IHS) 4
Other primary care (non IHS funded) 14
Receives care at another IHS or tribal facility 69
In jail and receives care there 1
In nursing home and receives care there 0
Attends off-site dialysis unit and receives care there 7
Moved 2
Died 2
Unable to contact 1
No chart found 3

% which there were discrepancies between the
manual and electronic records, the data in the elec-
53 tronic record appeared to contain more detailed,
0.3 internally consistent information and either shed
0.5 doubt on the accuracy or clarified some of the
48 uncertainties of the manual review. In several of
these instances we requested that the reviewers
2.0 at these sites reexamine the paper charts. At least
1.0 one such rexamination was conducted at each of
3.5 the five sites. We only “corrected” the decision
17.3 from the original manual audit if the second re-
0.3 view provided additional information that would
0.0 have, with certainty, changed the local auditor’s
decision. Ifthe additional information just pointed
18 out further uncertainties, then we left the manual
05 auditor’s decision as it originally was.
0.5
0.3 Results
0.8 Eighty patients at each of the five sites, for a

3 More than one reason for exclusion applied to 3 of the 100 patients

" One of the two patients with IGT was diagnosed as having gestational diabetes
2 Does not include those with gestational diabetes or impaired glucose tolerance testing

total of 400 patients, were identified using the in-
clusion criteria noted above. In the manual chart
reviews, 21 (5.3%) patients were considered not
to have diabetes mellitus, and 103 (25.0%)
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Table 2. Findings of PCC search for 400 patients meeting the study criteria patients, including three for whom
charts could not be found, were deter-

Of 400 patients mined to be not receiving their primary

n % care at the study facility (Table 1). A

total of 112 patients were identified by

Predictors of potentially not having Diabetes Mellitus the manual reviews as meeting exclu-
Only 1 Diabetes Mellitus diagnosis ever* 22% 5.5 sion criteria within one of these two cat-
Only 1 or 2 Diabetes Mellitus diagnoses ever 36 9.0 egories (12 patients met both criteria),
Pregnancy related diagnosis in last year 7 1.8 leaving 288 patients who would have

been included in a manual review as
persons with diabetes mellitus who
were receiving primary care for their

Predictors of potentially receiving primary care elsewhere (or not

being in community)

Lives in community not in Service Delivery Area* 76* 19.0 diabetes at the study facility.

No primary care provider visit in a primary care clinic coded for In the electronic PCC records, 22
Diabetes Mellitus within 1 Year* 70* 17.5 (5.5%) patients had only one Diabetes
No primary care provider visit within 1 Year 20 5.0 Mellitus diagnosis ever, and seven

(1.8%) patients had one or more preg-

N i linic visit within 1Y 34 8.5 .
© primaty care cinic vistt within 1 Tear nancy-related diagnoses; both of these
No primary care provider visit in a primary care clinic within 1 year 42 10.5 were indicators we had hypothesized
No primary care provider visit coded for Diabetes Mellitus within 1 year 38 9.5 might reliably indicate the patient did
No primary care clinic visit coded for Diabetes Mellitus within 1 year 64 16.0 not have Diabetes Mellitus. Using elec-
Only 1 visit coded for Diabetes Mellitus diagnosis within 1 year 60 15.0 tronic criteria to identify patients likely
End-stage renal disease procedure (ever) 0 0.0 to be receiving primary Car? clsewhere,
. we found 76 (19.0%) patients whose
Ever had creatinine > 5.0 mg/dI* 6* 1.5

community of residence was not in the
facility’s Service Delivery Area, and 70
(17.5%) patients who had no primary
care provider visit in a primary care

clinic coded for Diabetes Mellitus within the prior one year.
Table 3. Ability of PCC to identify those patients who have =~ While no patients had an End Stage Renal Disease (ESRD) pro-
gestational diabetes using the criteria of a pregnancy-related  cedure in their electronic records, six (1.5%) did have at least
diagnosis within the last year one creatinine value > 5.0 mg/dl.

* 128 (32.0%) patients had at least one of the four exclusions that comprised the best predictor set.

Comparing the findings of the manual and electronic PCC

Gestational diabetes reviews, we found that of the seven patients identified by elec-

PCC pregnancy-related diagnosis Yes No tronic PCC criteria as potentially having gestational diabetes,
on chart review six of them were determined to have had preex-

Yes 1 6 7 isting diabetes and so would have been included in a manual

No 0 393 393 audit (Table 3). Four patients were initially identified by chart

! 399 400 review as being on renal dialysis, three of these were identified

* These are individuals with pre-existing diabetes who had become by the electronic PCC criteria as having at least one creatinine
pregnant >5.0 mg/dl. Interestingly, three additional patients were identi-
fied by this electronic criteria who had not initially been recog-

nized as being on dialysis by chart reviewers. On reexamination

Table 4. Ability of PCC to identify those patients who are of the charts of these three patients, the reviewers changed their

on dialysis using the criteria “creatinine > 5.0 mg/dl ever”  determinations, agreeing that the patients were on renal dialysis
and so should have been excluded (Table 4).

On renal dialysis Using different combinations of the potential indicators

PCC creatinine > 5.0 mg/dl ever Ves No that a patient either did not h?we diabetes‘ or was receiving care
elsewhere, and then comparing the findings with the those of

Yes 6* 0 6 the manual reviews, we found that the four best predictors for

No 1 393 394 inclusion were having had: at least two Diabetes Mellitus

7 393 400 diagnoses ever; a community of residence in the service unit

* Initial manual chart reviews did not identify three of these patients delivery area; at least one diabetes-related visit with a primary
on dialysis. care provider in a primary care clinic within the past year; and
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never having had ever having had a creatinine > 5.0 mg/dl
(Table 7).

Using these “best criteria” identified 272 patients for inclu-
sion based on electronic PCC criteria; of these 254 (93.4%) would
also have been included by the manual review (Table 5). Despite
substantial differences in site characteristics, the performance
of this criteria set did not vary meaningfully from site to site
(data not shown).

Sixteen patient’s charts were rereviewed because the find-
ings from the PCC indicated that the additional information the
PCC provided might prompt the manual reviewer to change his/
her decision. In eight rereviews, the manual reviewers found
new information in the paper charts that changed the original deci-
sion (see Table 6). In these instances, we used this corrected
decision in our comparison with the PCC rather than the origi-
nal chart reviewer’s decision. In six rereviews, the manual
reviewers stood by their original decision. In two rereviews, the
additional information provided by the PCC left the manual
reviewer uncertain whether or not a patient should be included
in an audit (e.g., a patient who appeared to sometimes use the
study facility as their primary care provider but clearly chose to
use an outside provider as their primary provider for much, if
not most, of the study period). In these two instances, we did
not change the original manual reviewer’s decision in calculating
our results and therefore they still were considered as discrepan-
cies with the PCC.

Conclusions

Well-defined and widely-tested criteria for patient inclusion
in the diabetes audit (Table 1) have been previously developed.
The purpose of this study was to determine if electronic indica-
tors for these criteria could be developed, and to evaluate whether
this electronic approach might work as well in practice as skilled
auditors trying to apply the criteria by manual chart review. We
believe the results demonstrate that we were able to
accomplish this at these five, highly diverse pilot sites.

Table 7. Elements of a PCC logic for inclusion in an
automated diabetes audit denominator

e Age 19 years or older;

* At least two diabetes-related encounters ever (any clinic and any
provider);

¢ At least one encounter at the given service unit/ tribal facility in a
“primary care clinic” with a “primary care provider” with a “purpose
of visit” of diabetes within the previous year;

* A current community of residence that is within the given service

unit’s “service delivery area” as defined in the standard code tables;

¢ Absence of a creatinine value of 5.0 mg/dl or greater.

Table 5. Comparing the best prediction of inclusion by
PCC with the manual chart review determinations.

Manual Review

“Best” PCC criteria Include Exclude
Include 254 18 272
Exclude 34 91 128
288 112 400

determination cannot be to identify a group of patients who ex-
actly matched any given manual auditor’s determinations.
Rather, we believe the goal for an automated audit tool should
be that it provide a valid, understandable, and reproducible
method for selecting a group of patients that can then be used to
derive comparable information about the level of diabetes care
provided by that facility.

Table 6. Changes in manual audit decisions following rereviews

In addition to identifying a valid set of crite-
rion for use in an electronic selection of patients,
this analysis supports our impression that even in
the best of hands, with careful and well-written
guidance, manual determinations of who should or
should not be included in the diabetes audit were
frequently difficult and variable. For example,
when reviewers were given information from the
electronic PCC after their manual review, the in-
clusion or exclusion of a number of patients was
changed (Table 6). Because of these variations, we
found that the manual audit method could not be
considered the “true” gold standard for who should
or should not be considered an active patient and
therefore included in an audit.

Since manual reviews may not identify a con-
sistent and reproducible set of patients to be au-
dited, we concluded that the goal for an electronic
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prompted by PCC information

Original
Manual
Audit
Pt. #| Decision Additional Information Final Manual
1 Include Died during study period. Exclude
2 Include Has arranged other primary care using
private insurance. Exclude
3 Include Receives primary care elsewhere. Exclude
4 Include Receives primary care elsewhere. Exclude
5 Exclude Patient does receive primary care at
study facility. Include
6 Include Attends an outside dialysis unit. Exclude
Include Attends an outside dialysis unit. Exclude
8 Include Attends an outside dialysis unit. Exclude




A limitation of this analysis is that we only looked at these
five sites, and so results at sites not analyzed might not match
these. However, we attempted to mitigate this limitation by
choosing widely diverse pilot sites (IHS and tribal, rural and
urban, large medical centers and small outpatient facilities, etc.).
As reported, we found that this logic worked well at all five sites
despite their very different characteristics. We were also surprised
that excluding seven patients with pregnancy diagnoses would
have resulted in excluding six patients who had pre-existing dia-
betes. Because of this, we decided against using a pregnancy-
related diagnosis as a reason to exclude patients

Based on the results of this analysis, we recommend that an
appropriate set of patients upon whom a valid, usable, under-
standable, and reproducible audit could be conducted can be au-
tomatically selected from data existing in the RPMS based on
the characteristics listed in Table 7. This logic appears to mirror
the criteria originally developed for the manual audit.

We believe that these characteristics allow the selection of
a comparable group of patients at sites using clinical information
systems other than PCC as long as those systems also allow the
collection and storage of the required information, that informa-
tion is reliably and accurately entered into that system and coded
in a form that uses standard terminologies, and the system allows
selection of patients based on these criteria or the export of its
data into another database that does.

Finally, while automating the selection of patients (who
make up the denominator) for participation is important in stan-
dardizing the selection and ensuring a fair comparison across
facilities, it is also a first step towards a larger goal, a fully auto-
mated diabetes audit for which numerator data also come from
automated analyses and no chart review is necessary. Based on
work we have done recently, we believe that for limited clinical
parameters routinely entered into the PCC, computerized audits
are already feasible.® For other parameters, for which capture
into the PCC is inconsistent or not currently feasible, manual
charts reviews will continue to be necessary until the quality of

those data components is improved. For the near future, we
believe that a mixed system of automated and manual audits
would most likely provide the best information on diabetes prac-
tices. For a subset of diabetes care measures, automated audits
would accurately and more frequently (perhaps on a quarterly
basis) provide information on all a facility’s patients. Annual
manual audits would validate those findings on a sample of
patients with diabetes and provide information on diabetes care
measures for which the quality of electronic data does not yet
make automated audits a viable methodology.
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The e-Audit: Improvements in the
RPMS Diabetes Audit Tool

Charlton Wilson, MD, Director, Diabetes Center of Excellence,
Phoenix Indian Medical Center, Phoenix, Arizona,; Audrey Lynch,
Information Management Specialist, Diabetes Center of Excel-
lence,; Lori Butcher, Cimarron Informatics, Tucson, Arizona

Introduction

In 1986, the Indian Health Service (IHS) developed diabe-
tes care standards and an assessment process using a manual
chart review to evaluate adherence to those standards.! The Dia-
betes Audit is now a common procedure for assessing organiza-
tional delivery of diabetes care by many IHS and tribal programs
and has been credited with systematic improvements in diabetes
care.'? Interest in developing an automated procedure to mimic
or replace the labor intensive manual chart audit procedure has
been present for several years.

In 1996 a Resource and Patient Management System
(RPMS)-based audit program was created by the IHS to extract
clinical and laboratory data from Patient Care Component (PCC)
and related packages and report the data in the format of an audit.
In 1999 the Phoenix Indian Medical Center (PIMC) systemati-
cally evaluated the use of this automated audit and designed
modifications to make the audit more useful. These modifica-
tions have resulted in an updated RPMS diabetes audit package
that is now available to RPMS users anywhere. In this paper,
we report on selected aspects of the evaluation and modification
process and on procedures for implementing what we now call
the diabetes e-Audit.

—_—
—
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Background and Purposes

Auditing is a systematic process to measure performance,
whether performed on a single patient or a group of patients.**
A comparison of the process of reviewing the medical records
of a group of patients for an aggregate audit of the performance
of an organization, and the review of a single medical record for
an individual audit, shows both differences and similarities. For
an example of a difference, a medical record audit uses only
available clinical information and documentation as the proof
of the delivery of care. The findings from such audits are then
used to make assumptions and guide programs. In clinical care,
the documentation procedures help direct patient care but would
never override clinical judgement.

For example, if a facility did an audit to identify patients
with drug allergies, and 12% of patients had documentation of
allergy to penicillin, the audit could correctly report that approxi-
mately 12% of patients do and 88% of patients do not have docu-
mentation of allergy to penicillin. The local administrator could
use this information to help plan the pharmacy budget for drugs
for patients with penicillin allergies, or design education materi-
als. However, for an individual patient it would be risky to not
ask the patient about drug allergies before dispensing penicillin
simply because there was no notation in the chart or because the
audit reported that most people do not have an allergy.

Even aggregate audit procedures require some form of in-
terpretation and judgement of the available data. Audits of clini-
cal records in several types of facilities have shown that because
of the multiple possible methods of documentation, acceptable

’
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audit results often require use of a broad timeframe or even sur-
rogate conditions to identify all possible conditions. Using the
previous example, to identify all patients with penicillin aller-
gies one might have to look for patients with allergies to (or
events with) a number of different B-lactam antibiotics over a
long period of time to identify all 12% of patients with docu-
mentation of an allergic reaction to penicillin.

Audits are thus highly dependent on the procedures used to
gather information. Audits vary according to the reliability and
training of the reviewer, by accuracy of the information in the
chart, and timeframe examined in the review. The procedures
used to record data also affect audit performance. For example,
transcription errors can occur even when the chart abstraction is
accurate. Multiple investigations of auditing procedures suggest
that audit procedures have variable accuracy and may include
their own biases.>® Because of the potential effect of bias, audits
must be designed with the end use in mind. Because our interest
was in describing aggregate performance of an individual or
groups of individuals in the delivery of diabetes care, our efforts
for this evaluation and modification focused on the goal of most

Table 1. Selected comparison of the 1996 version of RPMS
DM audit to an audit performed manually (N=95)

Manual RPMS
Audit Audit Sensitivity
Diabetes Care Standard Results Results (%)
Flu Vaccine 39% 43% 110%
Diet Instruction 29% 20% 69%
ACE Inhibitor Use 41% 25% 60%
Foot Exam 62% 0% 0%
Eye Exam 53% 0% 0%

accurately reflecting care given to a population of patients. We
will revisit the issue of the purpose of an audit, and the use of data
for individuals versus populations, in a later section.

Evaluation

The 1996 version of the Diabetes Audit is a reporting ap-
plication in the PCC Management Reports component of
RPMS. To evaluate the usefulness of the audit, we created a
head-to-head comparison of a manual and an automated audit.
To do this, we used the prior year’s manual audit and created a
template of patients who were used in that audit to run the
1996 audit package. We used the manual chart audit results as
the gold standard against which we compared the results of the
RPMS audit program (see Table 1). As shown, compared to
the manual review, the sensitivity of the audit package was
highly variable.

We reviewed the procedures used by the audit for identi-
fying elements of the care. We found the procedures to be highly
detailed, but very different than the documentation procedures

commonly used in clinical practice. For example, a complete
diabetes foot exam required a notation of a foot check in one of
the procedural boxes (small boxes to the right side of a PCC
encounter form). While such a procedure should be highly spe-
cific for a foot exam, we did not find anyone who was aware of
this documentation procedure. We did find that diabetic foot
exams were frequently written as a purpose of visit and frequently
occurred during podiatry clinic visits. Thus, the lack of sensi-
tivity of the automated audit was a function of the specific, but
very narrowly defined documentation requirement.

Modification and Reevaluation

While very specific and detailed documentation procedures
are certainly laudable, we felt that we could reflect organiza-
tional performance equally well by modification of the auto-
mated audit program to reflect common documentation prac-
tices. We systematically worked through each of the elements
of the audit by looking at the common purpose of visit codes,
common clinic locations and typical personnel (i.e., codes for
foot examinations, podiatry clinics, or providers) associated with
the elements of the standards. Using this, we created a set of
conditions that we felt would best reflect the typical provision
of care. We awarded a contract to Cimarron Informatics to
modify the audit package to meet the purpose of developing a
totally electronic diabetes audit.
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On completion of the reprogramming modifi-
cations, we used 295 manually reviewed charts and
a template of the same 295 patients to create a head-

Table 2 Selected comparison of the RPMS e-Audit to an audit performed
manually (N= 295)

to-head cqmparison of the manual and modified Manual RPMS Sensitivity Kappa
RPMS audit program (see Table 2). We manually Audit e-Audit

entered the chart review resyltg and used the RPMS Diabetes Care Standard Results Results (%)

to export the electronic audit directly to an Epi-Info

REC files (Epi-Info Statistical package, Stone Moun- | Flu Vaccine 42% 37% 88% 0.82
tain GA). The two REC files created by the two Diet Instruction 49% 17% 34% 0.21
different procedures allowed us to then directly ACE Inhibitor Use 75% 80% 106% 0.76
compare individual and group results and to apply Foot Exam 38% 37% 96% 0.83
more sophl'stlcayed statistical evaluatlon'techmques. Eye Exam 44% 48% 109% 0.84
After modifications, we found much higher sensi-

tivity without significant loss of specificity. The

observed agreement between the two procedures was high and
the kappa value, a measure of the agreement between the two
methods that is independent of chance, ranged from 0.21 to 0.99.
Kappa values above 0.5 demonstrate high levels of agreement.
For example, a kappa value of 0.7 is often found in comparison
of two radiological reports of the same x-ray.’

Relation to Other RPMS Packages

The modifications were then scrutinized during a January
2000 meeting in Phoenix that was attended by many experts
from throughout the IHS. A consensus methodology was used
to slightly modify the procedures by removing questionable
assumptions, to improve applicability at other sites, and to help
define the purposes and appropriate uses of the new automated
audit. The purposes and uses of the automated audit were spe-
cifically compared to the purposes of use of the Diabetes Patient
Care Supplement package (“Implementing a New Case
Management Tool: The Diabetes Patient Care Summary,” The
IHS Provider, Volume 25, Number 2, Pages 17-19, February
2000). The main differences between the purposes and design
of the two programs is summarized in Table 3.

Table 3. Key comparison points between two new RPMS
diabetes tools

* Both tools use data supplied by the RPMS Laboratory, Pharmacy,
Radiology, Immunization, and Dental Systems as well as by the PCC

Data Entry process.

* The e-Audit Program was designed to do an IHS Diabetes Program
audit on a group of patients, was created to report as much data as
possible, and uses assumptions that are accurate for groups of

patients; however it may not be accurate for an individual patient.

¢ The Diabetes Patient Care Supplement was designed to help prompt
appropriate care for an individual patient, was created to report data
on individual patients that had been accurately entered in the
computer system, uses assumptions that avoid misinformation, but

may miss some information that is available in the paper chart.

56 THE IHS PROVIDER [J April 2001

The primary purpose of the e-Audit is to evaluate the
delivery of services to a population of patients. Therefore, the
e-Audit design still contains some assumptions that are accu-
rate for groups of patients but may not be accurate for any
individual patient. An example is the yearly diabetic foot exam.
In addition to diabetic foot exam as a purpose of visit, the
e-Audit program accepts any visit to podiatry or a podiatrist as
evidence of a complete exam. This is because it is highly likely
(> 80% probability in our analysis) that a complete exam
occurred. Our evaluations show that use of such assumptions
results in a more accurate reflection of the performance of the
organization. Using a podiatry visit alone, though, could
result in slightly less than 20% of patients receiving credit for,
but not actually receiving a detailed foot examination. If used
without proper clinical questioning for an individual patient,
the e-Audit could perhaps result in underutilization of services
for some patients.

However, because the design of the program is written so
that the first option is documentation of a complete foot exam, if
an organization uses uniform documentation and data entry
procedures, the audit could be used for individual care as accu-
rately as for a population of patients. Similarly, if uniform docu-
mentation practices occurred, the results obtained by chart
review, e-Audit, or Diabetes Patient Care Supplement would be
equivalent. Similarly, such consistency in documentation would
also support many of the other electronic auditing activities that
are independently occurring in the IHS, such as those of the
Diabetes Tracker, the National Indian Council on Aging
(NICOA), Government Performance and Results Act (GPRA),
and ORYX. We support organizational efforts to achieve
uniform documentation practices.

We also feel that the e-4udit has demonstrated the ability to
accurately mimic audit results for a population of patients with
equivalence to, and in some cases superior results to, those of a
manual chart review, without additional staff training and ongo-
ing retraining efforts. We believe that the procedures and
assumptions used to create the Diabetes Patient Care Summary
may be easier to use and better suited to instruct providers in the
care of individual patients. Finally, we believe that any use of
RPMS data will likely lead to improvements in data quality across



all RPMS applications, and that this, in turn, offers the best hope
for uniformity of data collection and use.

Implementation

As might be expected, development of a sophisticated elec-
tronic audit package has required significant effort and resources.
Implementation of the e-Audit will also require resources. Full
implementation of the e-Audit requires use of the RPMS Labo-
ratory, Pharmacy, Immunization, and Dental packages, as well
as appropriate PCC data entry processes. Site specific labora-
tory and pharmacy taxonomies need to be set up. The export
function used to create an Epi-Info REC file requires understand-
ing of file transfer procedures. Use of the e-Audit requires an
epidemiologic understanding of methods used to identify
appropriate patients for creation of the proper denominator. Use
of the REC file for statistical analysis requires knowledge of
Epi-Info and statistics.

For a large facility like the Phoenix Indian Medical Center,
the efforts put into this procedure allow us to do total, sampled,
site specific, and provider specific audits that were never possible
in a manual chart review process. Once the epidemiologic and
statistical framework had been done, organization-wide profiles
could be created within minutes by one person. This is a signifi-
cant savings over the nearly one to two man-hours per chart
needed to pull, manually abstract, transcribe, and replace a single
manual chart for review. While requesting a predetermined audit
may take minutes, actual computer processing time make take
many hours, and such larger runs are usually left to take place
overnight.

Therefore, for PIMC, not only does the e-Audit improve the
capacity to gather data for organizational performance improve-
ment projects, but the process also saves auditing resources by
reducing the manpower required to create an audit. While the
expected benefit to effort ratio of the e-Audit, which is dependent
on the resources and size of the facility, is likely to be most
favorable for large facilities, this does not prevent the use of this
package by smaller facilities. Smaller facilities with less RPMS
support could use a partial e-Audit that is supplemented by a
manual chart review. The process for implementation at any
given facility would require an independent assessment of the
capabilities of that facility.

Summary

An electronic diabetes audit process, the e-Audit is now avail-
able to users of RPMS. Under the proper conditions, the e-Audit
results in an audit that is statistically equivalent to, and perhaps
even better than, a manual chart review. The creation of this
process has required significant investment of resources to date,
and new users of the process will also need to invest time and
effort in developing the capacity to properly apply the e-Audit
process at their facility. However, once the procedures are
established, significant improvements in data gathering perfor-
mance and in manpower savings may occur. With wider use,
experience, and feedback from other Indian health system

facilities that use RPMS, improvements and easier implementa-
tion will likely become available. [ ]
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Standards and the Computerized Patient Record

Theresa Cullen, MD, Medical Informatics Consultant, Division
of Information Resources, Indian Health Service, Tucson, Arizona

Overview

How do you collect and share electronic information in health
care? How do you query for patient information in your com-
puterized patient record? Do you enter first name and last, just
last name, or last name followed by first name? Does it matter?
Once you obtain the patient’s information, how do you know
that the information is accurate and reliable? How do you know
that the random blood glucose that appears on the computerized
health summary is not a fasting blood glucose? How do you
know that the diabetes that appears on the health summary as a
purpose of visit is really diabetes mellitus (entered as “DM”),
and not otitis media (entered as “OM”)? Oh, those nasty abbre-
viations that we all use!

In an attempt to increase accuracy, reliability, and repro-
ducibility, electronic patient records increasingly rely on stan-
dards developed throughout the electronic medical data indus-
try. This article will help explain standards and their role in im-
proving health data accuracy and reliability.
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What are some things that a CPR can do?

An adequate computerized patient record (CPR) can and
should improve our understanding and management of medical
information. Computerized patient records are designed to in-
crease data accuracy and reliability, and improve health out-
comes. However, achieving these goals is dependent upon ad-
equate data, knowledge, and tools. This information can then, in
the right context, be used to make appropriate medical decisions.
However, the “right” decisions are dependent upon obtaining
the “right” information. For instance, do I get different infor-
mation depending upon how I query our medical information
system for a specific patient? How do I indicate exercise in-
duced asthma since ICD-9 codes don’t include this diagnosis?
Does the specificity of this diagnosis matter? Are the lab values
that I see on a health summary entered in a common format?
Can I really compare lab values done on different days?

What is a medical informatics standard?

The concept of “standards” for electronic medical informa-
tion has arisen in response to these types of questions. Standards
are the “rule of the road.” They help explain how individuals as
well as systems use specific information and data. Standards
allow, and encourage, medical information to be structured and
entered into an electronic format in an accepted and well-de-
fined manner. Commonly accepted and well-defined standards
can allow for improved electronic sharing between providers
and information systems.

A standard is a collection of specifications that has been
developed, agreed upon, and then endorsed by a recognized group.
Once again, the goal of standards is to ensure that shared data are
reliable, accurate, and easily interpretable. There are many catego-
ries of standards in medical information sharing. These include:

1. standards that describe the way information is exchanged
between health care information systems. These stan-
dards are designed to allow electronic information to
‘make sense’ when it is moved from one information sys-
tem to another. HL7 messaging is an example of this
type of standard.

2. standards for ideas/diagnoses/values that represent medi-
cal concepts. These standards, such as ICD-9 codes, can
help ensure that “otitis media” is a standard representa-
tion of the same disease, independent of the electronic
information system.

As medical providers, we continually collect clinical data
and evaluate them. In order to be useful, the data must be



collected in a reproducible manner. Data that are more detailed,
reliable, and comparable allow for better evaluation and medi-
cal decision making. Performance benchmarking, interpreting
outcomes, and allocating scarce resources require comparable
data and a standardized approach to the collected information.
Standardization of information is dependent upon the acceptance
of standard words for the same meaning. For instance, male and
man usually mean the same thing, but an electronic system may
not know that. It must have some “knowledge” to figure this
out. Standard terminology is this knowledge.

Current ICD and CPT medical terminology (examples of
standard vocabularies) are limited, not only in scope, but in
their ability to handle differing degrees of disease severity and/
or other qualifying details. Quality and medical decisions may
be hampered when they are dependent upon a patient record that
is unable to adequately capture patient conditions and important
qualifiers to those conditions (for example, unspecified pneu-
monia, versus right upper lobe pneumococcal pneumonia). The
development of more robust and comprehensive terminologies
(standard languages) allows health systems to generate increas-
ingly reliable and reproducible data. In addition, common ter-
minologies support the creation of comparable databases in health

care delivery, allowing for common guideline development, as
well as shared decision support rules and tools.

The previous article on the use of LOINC (“When is a Glu-
cose not a Glucose? An Overview of Logical Observation Iden-
tifier Names and Codes (LOINC), The Next Generation of Labo-
ratory and Clinical Standards,” The IHS Primary Care Provider,
Volume 25, Number 10, pages 160-161, October 2000) as a stan-
dard terminology for lab values helped illustrate these concepts.
The Division of Information Resources within the Indian Health
Service is currently poised to modify the lab package to utilize
LOINC. This evolution should help ensure that our laboratory
software application remains at the forefront of laboratory stan-
dard terminology. This effort will help ensure that our labora-
tory data gain increasing reliability and accuracy, resulting in
improved abilities to monitor and evaluate the health status of
American Indians aand Alaska Natives.

Additional standards terminology initiatives within the Di-
vision of Information Resources are forthcoming, and are de-
signed to address these 21% Century issues. We recognize that
data availability and quality hinge on our ability to integrate stan-
dards terminology into our systems. | |

Native America Literature
Feature to Be Discontinued

THEe Proviper will no longer publish citations from the cur-
rent National Library of Medicine MEDLINE database. The
reasons for this change are twofold.

This information is now readily available via the Internet.
One can quickly search for the latest listings by searching for
PubMed using an Internet browser. The URL for the site is
www.ncbi.nlm.gov/PubMed. You may want to add this address
to your “Favorites” listing, or to your desktop as an icon. At this
site, simply search for “Native Americans.” You may find that
setting limits for your search may be more effective. To set
limits, right click on the word “limits” below the search win-
dow. You will then see a wide variety of parameters to set. From
these options you may select the year of publication and such
things as language, and human versus animal studies. You will
notice that the most recent listings have a PMID number. This
number is provided by the PreMEDLINE database, and you
should provide this number to your medical librarian if you wish
to order a copy of the article.

The second reason for this decision is economic. Last year’s
printing costs for this feature were over $2,000.

The editors of THE PrRovIDER hope this will not greatly in-
convenience our readers. If we have, by this action, diminished
your ability to keep abreast of this information please let us know.
We are willing to reconsider our decision, if necessary. [ |
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SUMMER 2001 GERIATRIC INSTITUTE.:

MAJOR CAUSES OF MORBIDITY AND MORTALITY IN AN AGING
POPULATION

THE NEW MEXICO GERIATRIC EDUCATION CENTER IS PLEASED TO
ANNOUNCE THE NEXT GERIATRIC INSTITUTE ON JUNE 7, 8, 9, 2001
ALBUQUERQUE, NEW MEXICO.

Topics will include a comprehensive “best practice” view of major causes of
morbidity and mortality in elders, including the following:

End-Organ Disease associated with Diabetes
Coronary Artery Disease/Congestive Heart Failure
Stroke
Common Malignancies
Geriatric Assessment: Strategies and Tools

The second Summer Geriatrics Institute is part of an ongoing series of annual
conferences covering the essentials of geriatric practice. This year’s conference
will emphasize the interdisciplinary practice that is at the core of geriatrics, with
interdisciplinary panels addressing topics including the prevention and manage-
ment of coronary heart disease, stroke, and common malignancies. A half-day will
be spent on management of end-organ complications of diabetes. Geriatric
assessment will be discussed on the last half day as to tools, methods, and
strategies.

Continuing medical education credits will be offered, as well as Pharmacy,
Nursing and Social Work continuing education credits for participation in this
Summer Geriatric Institute focusing on American Indian Elders.

As last year, the NMGEC will be offering scholarships for IHS and Tribal health care provid-
ers who work with American Indian elders. Please contact the NMGEC for application
procedure.

If you are not on our mailing list, please contact us.
A registration brochure will be mailed in April for the Institute.

Darlene A. Franklin, Program Manager
New Mexico Geriatric Education Center
1836 Lomas Blvd., NE 2" F|
Albuquerque, NM 87131

Email: dfranklin@salud.unm.edu
505/277-0911 Fax 505/277-9897
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POSITION VACANCIES []

Editor s note: As a service to our readers, THE IHS PROVIDER
will publish notices of clinical positions available. Indian health
program employers should send brief announcements on an or-
ganizational letterhead to: Editor, THE IHS PrOVIDER, The [HS
Clinical Support Center, Two Renaissance Square, Suite 780, 40
North Central Avenue, Phoenix, Arizona 85004. Submissions will
be run for two months, but may be renewed as many times as
necessary. Tribal organizations that have taken their tribal “shares”
of the CSC budget will need to reimburse CSC for the expense of
this service. The Indian Health Service assumes no responsibility
for the accuracy of the information in such announcements.

Family Physician
Bristol Bay Area Health Corp.; Dillingham, Alaska

Bristol Bay Area Health Corp. is looking for a full time fam-
ily practice physician to join our hospital-based group. We sup-
port a medical staff of nine including one pediatrician. We also
have four mid-level providers who assist with clinics and mater-
nal-child health. Our hospital serves an immediate community
of 2500 people, and an additional 2000 people in outlying vil-
lages. We are located on Bristol Bay, west of the Nushagak
River, in southwestern Alaska. We have inpatient services, out-
patient services, a full service ER, dental, audiology, optometry,
alcohol treatment, as well as a mental health facility. We meet
LNF for student loan repayment. Our physicians travel to vil-
lages and experience life in “the bush.” Come join us as we
provide care and meet the challenges of rural living. Enjoy great
hunting and fishing! Call (907) 842-5201 or (907) 842-9580.
CVs can be e-mailed to telliott@bbahc.alaska.ihs.gov; or fax
your CV to (907) 842-9368.

Clinical Director
Kayenta Service Unit; Kayenta, Arizona

Located in the beautiful “Four Corners” area of Northeast-
ern Arizona, on the Navajo Reservation, the Kayenta Service
Unit is seeking a director of clinical services. The service unit
offers busy outpatient services and strong preventive programs
at two main sites and one field clinic, plus an eight-bed Emer-
gency Department at the Kayenta facility. Board certification in
a primary care specialty is preferred, strong interpersonal skills
essential, and managerial or supervisory experience desirable.
Work is approximately 60% administrative and 40% clinical.
Great location for families with young children and for those
who enjoy outdoor activities. Send CV or application for Fed-
eral employment to Melissa Stanley, P. O. Box 368 Kayenta, AZ
86033; or call Linda White at (520) 697-4000.

Director, Alaska Native Epidemiology Center
Anchorage, Alaska

The Alaska Native Health Board (ANHB) is seeking an
experienced researcher to serve as the Director/Principle Inves-

tigator for the Alaska Native Epidemiology Center (ANEC; “the
EpiCenter”). Established in 1996, the EpiCenter conducts de-
scriptive research aimed at meeting the epidemiologic needs of
ANHB’s statewide membership. The primary purpose of the
EpiCenter is to provide epidemiologic data, advocacy centering
around epidemiologic issues, and technical assistance to Alaska
Natives and their health care organizations.

The Alaska Native Health Board, established in 1968, also
provides programs in HIV-AIDS Prevention, Tobacco Preven-
tion, Rural Sanitation, and Consumer Awareness/Advocacy. The
Director would lead the EpiCenter in the development and ex-
pansion of Alaskan Native research, by providing day-to-day
oversight and guidance on a wide variety of health issues.

Qualifications, knowledge, skills, and abilities include the
following: advance degree in one of the following areas: medi-
cine (MD, DO), PhD, or DVM; an understanding of Alaska Na-
tive/American Indian tribal health system, and preferably a mini-
mum of five years experience; ability to work with Alaska Na-
tive/American Indian professionals and nonprofessionals; able
to travel within the State of Alaska and the “lower 48”; proven
record of writing, securing, and managing health-related research
grants; strong research skills and the ability to interact with the
scientific and clinical community.

To learn more about our mission and organizational activi-
ties please visit our website at www.anhb.org. The position is
open until filled. Excellent salary/benefits. A review of appli-
cations will begin immediately. Alaska Native/American Indian
Preference; ANHB is an Equal Opportunity Employer. If inter-
ested please submit a resume, a list of publications/research con-
ducted, a statement of research interests and strengths, and a
cover letter to Alaska Native Health Board, Attention: Human
Resources, 4201 Tudor Centre Drive, Suite 105, Anchorage,
Alaska 99508; fax (907) 563-2001; telephone (907) 562-6006.
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MEETINGS OF INTEREST []

Advances in Indian Health
May 2-4, 2001 ; Albuquerque, New Mexico

Advances in Indian Health is offered for primary care phy-
sicians and physicians assistants who work with American In-
dian and Alaska Native populations at Federal, tribal, or urban
sites. Medical students and residents who are interested in serv-
ing these populations are also welcome.

Both new and experienced attendees will learn about ad-
vances in clinical care specifically relevant to American Indian
and Alaska Native populations with an emphasis on southwest-
ern tribes. Opportunities to learn from experienced, career cli-
nicians who are experts in Indian health will be emphasized.
Indian Health Service Chief Clinical Consultants and disease
control program directors will be available for consultation and
program development.

The conference will be held at the Holiday Inn Mountain
View Hotel, 2020 Menaul Blvd. NE, Albuquerque, New Mexico
87107; telephone (505) 884-2511; fax (505) 881-4806. The spe-
cial conference room rates are $60.00, single occupancy. The
deadline for reservations is April 14, 2001. All room rates are
subject to state and local taxes which are currently 10.8125%.

For registration information please contact Kathy
Breckenridge, UNM Continuing Medical Education at (505) 272-
3942 or Julie Lucero, Albuquerque Area Indian Health Service
at (505) 248-4016. The conference brochure will be available
in January 2001. To be placed on our mailing list, please call the
University of New Mexico Office of Continuing Medical Edu-
cation at (505) 272-3942. The brochure will also be available in
January at http.//hsc.unm.edu/cme.

The National IHS Pediatrics Conference
May 10-12, 2001; Phoenix, Arizona

The National IHS Pediatrics Conference will be held May
10-12, 2001 in Phoenix, Arizona. The conference is intended
for pediatricians and primary care providers. Topics include type
2 diabetes in children, seizures/neurology, pneumonia/infectious
diseases, obesity, dysmorphology/genetics, rheumatology, and
evidence-based medicine. Confirmed speakers include Michael
Radetsky, Carol Clericuzio, James Jarvis, Bill Dietz, Ann Bul-
lock, Lydia Caros, Perri Klass, Leslie Morrison, Roy Teramoto,
and Ervin Lewis. The selection of the site of the conference is
pending. The IHS Clinical Support Center is the accredited spon-
sor. Please contact Bill Green at (505) 256-4000 or Dottie Meyer
at (602) 364-5175 for more information.

2001 Public Health Professional Conference
May 28-June 2, 2001; Washington, D.C.

This conference will be held at the Marriott Wardman Park
Hotel in Washington, DC, and is sponsored by the Commissioned
Officers Association (COA) of the U.S. Public Health Service.
The THS Clinical Support Center is the accredited sponsor of
this meeting.
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Health professionals from all categories are invited to
participate. The meeting will address topics of current concern
to all public health professionals and will be presented in
General, Mini-General and Paper Sessions, as well as discipline-
specific tracks. This Conference also provides sessions address-
ing personnel issues that you can’t find at other professional
conferences

The agenda has been planned based on the theme, Public
Health in The 21*' Century: Expanding Our Mission. Sessions
are scheduled from Monday, May 28 through Friday, June 1.
Personnel tracks on Monday and Friday have been planned by
the Division of Commissioned Personnel. Sessions scheduled
Tuesday through Thursday have been coordinated by the Scien-
tific Program Planning Committee and Category Coordinators.
Sessions on Wednesday, May 30 are planned as part of the Dis-
cipline-Specific Day. A PHS Retirement Seminar will be held
in conjunction with this Conference on Friday, June 1 and Satur-
day, June 2.

Additional information about the Conference can be found
on COA’s website at http://www.coausphs.org, or through COA’s
Conference Coordinator, Laurie Johnson, telephone (252) 726-
9202; e-mail lauriej@ec.rv.com. COA’s website includes all the
information you need about this conference, including a full
agenda, online abstract submission, online registration, travel
information, and more. Just click on the “professional confer-
ence” button.
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The IHS Southwest Regional Pharmacy Continuing
Education Seminar,
June 1-3, 2001; Scottsdale, Arizona

The largest annual meeting of Public Health Service phar-
macists, technicians, and pharmacists from tribally operated pro-
grams, this seminar provides up to 15 hours of ACPE approved
pharmacy continuing education credit. This year’s program will
be held at the Chaparral Suites Hotel, 5001 North Scottsdale
Road, Scottsdale, Arizona 85258, (480) 949-1414. The confer-
ence is hosted by the IHS Phoenix, Navajo, Tucson, Albuquer-
que, California Areas and the California Rural Indian Health
Board, the target audience is made up of pharmacists and tech-
nicians working in Indian health system pharmacies. Registra-
tion is available online at: www.pharmacy.ihs.gov by selecting
“Pharmacist Training.” For more information, contact LCDR
Ed Stein at the THS Clinical Support Center, email:
edward.stein@mail.ihs.gov.

Physician Assistant and Advanced Practice Nurse Meeting
June 4-8, 2001; Scottsdale, Arizona

This conference for physician assistants, nurse practitioners,
certified nurse midwives, and pharmacist practitioners employed
by the Indian Health Service or Indian health programs will offer
20 hours of discipline-specific continuing education designed to
meet the needs of those providing primary care to American In-
dians and Alaska Natives. An agenda will be available in March.
This year there will be a business meeting June 4-5 open to all
advanced practice nurses, before the beginning of the continu-
ing education portion of the meeting, which will start at 1 pm on
Tuesday, June 5. There will be a registration fee of $200 of
those employed by compacting tribes or those in the private
sector. Registration is available online at: www.csc.ihs.gov. For
additional information, contact the IHS Clinical Support
Center, Two Renaissance Square, Suite 780, 40 North Central
Avenue, Phoenix, Arizona 85004; phone (602) 364-7777; fax
(602) 364-7788.

NMGEC Summer Geriatrics Institute
June 7-9, 2001; Albuquerque, New Mexico

The IHS Elder Care Initiative has been working with the
New Mexico Geriatric Education Center (NMGEC) to develop
a geriatrics conference that specifically targets the educational
needs of Indian Health Providers caring for Elders. The second
NMGEC Summer Geriatrics Institute, scheduled for June 7-9,
2001 represents an active collaboration between the THS and the
NMGEC and is unique in its focus on Indian Health Providers.

The second Summer Geriatrics Institute is part of an ongo-
ing series of annual conferences covering the essentials of geri-
atric practice. This year’s conference will emphasize the inter-
disciplinary practice that is at the core of geriatrics, with panels
addressing topics including the prevention and management of
cardiac disease, stroke, and selected malignancies. A half-day
will be spent on management of end-organ complications of
diabetes.

The conference will also include a half-day workshop,
specifically for Indian Health providers, covering the processes
of comprehensive geriatric assessment in Indian Country. This
smaller, less formal session will explore several models of geri-
atric assessment currently in practice in Indian health facilities.
The goal of this special session is to give a firm basis for provid-
ers interested in developing geriatric assessment programs at their
site. A manual on geriatric assessment in Indian Country is in
development with the NMGEC and will be the basis for this
workshop.

As with last year’s Summer Institute, the NMGEC will pro-
vide scholarships to Indian Health Providers covering all or part
of the tuition.

For more information, contact Darlene Franklin, Manager
of the NMGEC, at (505) 277- 0911 or by email at
dfranklin@salud.unm.edu. You can also contact Bruce Finke,
MD, Coordinator, IHS Elder Care Initiative at (505) 782-7357;
e-mail bfinke@albmail albuquerque.ihs.gov.

IHS National Council of Nurse Administrators (NCONA)
Annual Meeting and Conference
“Embracing Change: From Policy to Practice”
June 12-15, 2001; Washington, DC

IHS nurse administrators are encouraged to attend the
annual NCONA Meeting and Conference, held at the Omni
Shoreham Hotel, Washington, DC, telephone (800) 843-6664.
This program will take advantage of all that Washington, DC
has to offer, including access to legislators and headquarters
personnel, and a monument tour. Proposed topics include lead-
ership styles, change theory, legislature affecting IHS, and Medi-
care funding. Make your reservations early, as rooms are
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limited. There will be a registration fee of $75. Watch the
National Council of Nursing (NCON) web page at http://
wwwZ2.ihs.gov/NCON/happenings.asp for more information.

2001 IHS Information Technology and Program Support
Conference
July 9-13, 2001; Albuquerque, New Mexico

The Division of Information Resources is pleased to announce
that the 2001 IHS Information Technology and Program Support
Conference has been scheduled for July 9-13, 2001, and at the
Hilton Hotel in Albuquerque, New Mexico. The theme of the
conference is “e-Health, HIPAA, Strategic Partnerships and More.”

THS staff, tribal representatives, “638” tribes, and staff from
Federal/state programs and the private sector are invited to a
forum where the latest developments in technology will be dem-
onstrated, and roundtable discussions and meetings will be held
on the objectives of and concerns about information system poli-
cies and issues that affect Indian health.

For more information, hotel information and to register
online go to: http.//www.ihs.gov/techconf2001/.

The contacts for the presentations and workshops are Shirley
Lujan, telephone (505) 248-4348; Evangeline Lente, (505) 248-
4413; or Jackie Atauvich, (505) 248-4416.

American Indian Kidney Conference
July 11-13, 2001; Oklahoma City, Oklahoma

The National Kidney Foundation of Oklahoma and the Okla-
homa American Indian Kidney Council will sponsor this second
annual conference to be held at the Clarion Meridian Hotel and
Convention Center in July 2001. Information on prevention of
hypertension, diabetes, and kidney disease and coping with kid-
ney disease will be provided over the three days. The target
audience included patients and their families, community health
providers, medical professionals, and tribal leaders. Continuing
education will be available for healthcare providers. For more
information, contact Jo Ann Holland, RD, CDE, at the Lawton
Indian Hospital, Lawton, Oklahoma; phone (580) 353-0350,
extension 560.

IHS Patient Education Conference
July 23-27, 2001; Cherokee, North Carolina

This conference is for all health care providers, including
Medical Records, Quality Assurance, and Business Office staffs.
The goals of this meeting are:

* Improved documentation of the patient education that is
being provided by all providers;

» Improved documentation and coding of the patient edu-
cation provided in order to better meet JCAHO standards;

* To assist facilities to increase reimbursement for patient
education.

Presentations during the 3-day meeting will include empow-
erment of clients with chronic diseases, diabetes, or substance
abuse disorders (and the subsequent documentation and coding
of the patient education given); hands-on practice of documen-
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tation and coding; and presentations on meeting the JCAHO
Patient and Family Education Standards, such as those for cul-
tural and religious practices. For more information, contact any
of'the following IHS staff via e-mail or telephone: Becky Grizzle,
Zuni; Linda Lucke, Blackfeet; Joann Holland, Lawton; Willadine
Hughes, Whiteriver; Wanda Lambert, Cherokee; Margaret Bolte,
Yakama; Mary Ann Cook, Red Lake; or Mary Wachacha, Nash-
ville, telephone (615) 467-1533.

Third Annual American Indian Elders Conference
August 22-24, 2001; Oklahoma City, Oklahoma

The Oklahoma Elder Care Planning Team announces the
Third Annual American Indian Elders Conference entitled “Many
Faces of American Indian Elders,” to be presented in Oklahoma
City, Oklahoma. Two goals of this conference are to emphasize
healthcare for American Indian Elders and increase the atten-
dance of participants. The target audience includes consumers
(elders) and health care providers (nurses, physicians, physician
assistants, advanced practice nurses, social workers, community
health workers, etc.).

The meeting will cover a variety of topics such as nutrition,
diabetes, pain management, cancer, dementia, exercise/Tai Chi
Chuan, end-of-life care, and much more. Partners planning this
conference include the Lawton Indian Hospital, Wewoka Indian
Health Center, Oklahoma City Area IHS, Southwest Oklahoma
Area Health Education Center, American Cancer Society, Asso-
ciation of American Indian Physicians, State Department of
Health, Chickasaw Nation, Cherokee Nation, Cheyenne and
Arapaho Tribes and the Seminole Nation.

The meeting will be held at the Clarion Meridian Hotel and
Convention Center, 737 South Meridian in Oklahoma City. Mark
your calendars early! Brochures will be available in June. For
more information, contact Mary Jac Rauh, Cameron University
at SWOKAHEC (580) 581-2284, e-mail maryjacr@cameron.edu;
or Carolyn Whitecloud at (405) 951-3716, or toll-free (888) 843-
2591, ext. 3716.

Third Annual Diabetes Management Conference: Type 2
Update
September 14-15, 2001; Mt. Pleasant, Michigan

Diabetes is an ever spreading problem in Native Americans
and the U.S. in general. This conference is aimed at improving all
health care providers’ knowledge of current diabetes treatment,
therefore improving quality of care and outcomes for clients.
Physicians and nurses are invited, as well as allied health providers
(such as pharmacists, physician assistants, nurse practitioners,
diabetes and health educators, and pharmacy and dental techni-
cians) and anyone else interested in learning more about diabetes.

Nimkee Memorial Wellness Center and the Saginaw
Chippewa Indian Tribe are pleased to present this annual
update. This conference will be held in mid-Michigan at the
Soaring Eagle Casino and Resort. Registration will cover the
costs of all presentations and materials, meals (dinner Friday,
continental breakfast and lunch on Saturday), exhibits, and con-



tinuing education credits. Lodging is available at the four star
Soaring Eagle Resort at a reduced rate for the conference. For a
brochure or more information, please call (800) 225-8172, ext.
54683 or email ssowmick@sagchip.org.

Palliative Care and End of Life Clinical Training
September 28 - October 2, 2001; Albuquerque, New
Mexico

This is a five-day, intensive, practical, clinical conference
on palliative care, pain management, and end-of-life care. The
experience will support physicians and nurses for national certi-
fication in hospice and palliative medicine boards. Headquar-
ters funding will support one clinical team (either tribal or IHS)
from each THS Area, such as a physician, a nurse, and a pharma-
cist or behavioral health provider (a total of three). The goal is
to develop a provider team in each Area with palliative care and
end-of-life care training as a resource for that Area. Those to
participate will be chosen by the Area Chief Medical Officers
by August 2001. Using Area funds to support travel and per
diem, Areas may nominate additional teams to participate; how-
ever, the number of participants is limited.

The meeting will be held in Albuquerque, New Mexico. The
training will be conducted by Dr. Robert Twycross, Director of
the World Health Organization Collaborating Centre on Pallia-

tive Care and the Oxford International Centre for Palliative Care.
For more information, contact Judith Kitzes, MD, MPH at (505)
248-4500; e-mail judith.kitzes@mail.ihs.gov.

Renal Disease in Racial and Ethnic Minority Groups
October 19-20, 2001; Santa Fe, New Mexico

A meeting on Renal Disease in Racial and Ethnic Minority
Groups will take place, under the auspices of the American
Society of Nephrology and the International Society of Neph-
rology, at the Eldorado Hotel, Santa Fe, NM on October 19-20,
2001. The meeting will address the following topics in plenary
session: 1) The current status of renal disease in minority groups
around the world; 2) Pathophysiology and etiology of renal
disease in these groups: genetic and environmental consider-
ations; 3) Screening for renal disease in areas of high prevalence:
methods of disease registration and prevention strategies; 4)
Dialysis and renal transplantation; 5) Health economics, social
considerations, role of governments and national and interna-
tional funding agencies; and 6) Consensus statement development
regarding future direction

For more information please contact Andrew S. Narva, MD,
FACP, Indian Health Service Kidney Disease Program, 801
Vassar Drive, NE, Albuquerque, NM 87106; e-mail
anarva@albmail.albuquerque.ihs.gov.
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June 12 — 15, 2007

AT THE OMNI SHOREHAM HOTEL
2500 CALVERT STREET, N.W. « WASHINGTON, D.C. 20008

FOR HOTEL RESERVATIONS, CALL 1-800-843-6664 AND
REFERENCE THE IHS MEETING

For more information on the conference, contact Ann Borlo at

Native American Management Services by either phone, fax, or email.
Phone: 703/821-2226, ext. 222 » Fax: 703/821-3680
Email: Aborla@namsinc.org — or — borloa@erols.com
sponsored by Indian Health Service
IHS Clinical Support Center is the accredited sponsor.
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REGISTRATION

TARGET AUDIENCE

This course is directed to primary care providers, including physicians, clinical
nurses, nurse practitioners, nurse midwives, and physician assistants caring for
women and infants in Indian Health Service settings and tribally-operated health
care facilities.

COURSE DESCRIPTION

The curriculum is designed to encourage a team approach to the care of women and
their newborns, with a strong emphasis on the realities and limitations of care in the
rural, isolated settings that are common to many Indian health facilities. The text
gives a clinically-oriented approach to care in facilities where the nearest specialist
may be 50 to 800 miles away. Like the course focus and text, the faculty for the
course is experienced with care in the Indian health setting.

CONTINUING EDUCATION CREDIT

The sponsors include the American College of Obstetricians and Gynecologists
(ACOG), the Indian Health Service (IHS), and the IHS Clinical Support Center.
The ACOG is accredited by the Accreditation Council for Continuing Medical
Education (ACCME) to sponsor continuing medical education for physicians. The
IHS Clinical Support Center is accredited as a provider of continuing education for
nurses by the American Nurses Credentialing Center's (ANCC) Commission on

(T ———. ACCTEAitation. This course has been designed in accordance with the standards of

the ACCME and the ANCC.

The number of participants for the course is limited. Tuition, travel, and per diem expenses are the responsibility of the attendee or the
sponsoring Indian health program. Send your completed registration form te Sandra Dodge, CNP, IHS Division of Clinical & Preventative
Services, Parklawn Building Room 6A-44, 5600 Fishers Lane, Rockville, MD 20857 (phone: 301-443-1840; fax: 301-594-6213 or 6135),

POSTGRADUATE COURSE ON OBSTETRIC, NEONATAL, AND GYNECOLOGIC CARE

{Please type or prini) dPA O CNM
O MD/DO ORN
Name QO NP 0 Other
Last First Type Specify
Work Address
Home Address
Telephone (Work) (Home) (Fax)

Service unit/health facility name

Social Security Number

Please register me for the postgraduate course to be held September 9-13, 2001. I have checked the appropriate registration boxes

below:"

O IHS employee: 3 Physician $200

[ Other health professional $150

O Iam not employed by IHS: 1 Tribally-employed physician $350 [ Other health professional employed by tribe $250
O Physician not employed by IHS or tribe $450 1 Other professional not employed by IHS/tribe $350

O Resident $350

* Employees of tribes that have not withdrawn their tribal shares should use the THS scale. If you are uncertain of share status, verify with Sandra Dodge.

Space is limited. Applications received after session is filled will be placed on alternate list.
Do NOT send fee payment until notified of placement in course,
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Service Unit (if applicable)

Social Security Number

Check One:

Old Address

[] New Subscription [] Change of address

Name Job Title
Address

City/State/Zip

Worksite: L] IHS L] Tribal [] Urban Indian [ Other

If change of address, please include old address, below, or attach address label.

)

Change of Address or Request for
New Subscription Form

THE [HS PRIMARY §““%
CARE PROVIDER RN

THE PROVIDER is published monthly by the Indian Health Service Clinical
Support Center (CSC). Telephone: (602) 364-7777; Fax: (602) 364-7788;
e-mail: the.provider@phx.ihs.gov. Previous issues of THE PROVIDER
(beginning with the February 1994 issue) can be found at the CSC home
page, www.csc.ihs.gov.

Wesley J. Picciotti, MPA ..........ccooiviiiiiininiice Director, CSC
JOhN F. SQ@ri, MD ..o Editor
Thomas ). Ambrose, RPh
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Erma ). Casuse, CDA .......ccccuuueee. Dental Assisting Training Coord.
Mary Beth Kinney, MPH, EdD ......cc.ccccveverenuennnne Dental Ed. Spec.
Edward ). Stein, Pharm D .......cccccceevvveeennenn. Pharmacy Consultant

Opinions expressed in articles are those of the authors and do not
necessarily reflect those of the Indian Health Service or the Editors.

Dept. of Health and Human Services
Indian Health Service

Clinical Support Center

Two Renaissance Square, Suite 780
40 North Central Avenue

Phoenix, Arizona 85004

CHANGE SERVICE REQUESTED

OFFICIAL BUSINESS
PENALTY FOR PRIVATE USE $300

Circulation: THe ProviDer (ISSN 1063-4398) is distributed to more
than 6000 health care providers working for the IHS and tribal
health programs, to medical and nursing schools throughout the
country, and to health professionals working with or interested in
American Indian and Alaska Native health care. If you would like to
receive a copy, send your name, address, professional title, and
place of employment to the address listed below.
Publication of articles: Manuscripts, comments, and letters to the
editor are welcome. Items submitted for publication should be no
longer than 3000 words in length, typed, double spaced, and
conform to manuscript standards. PC-compatible word processor
files are preferred. Manuscripts may be received via e-mail.
Authors should submit at least one hard copy with each
electronic copy. References should be included. All manuscripts are
subject to editorial and peer review. Responsibility for obtaining
permission from appropriate tribal authorities and Area Publications
Committees to publish manuscripts rests with the author. For those
who would like more information, a packet entitled “Information for
Authors” is available by contacting the CSC at the address below or
on our website at www.csc.ihs.gov
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